I t has been a few years since I last attended the Annual Critical Care Symposium organised by CT Veerapan. As I walked through the Manchester rain I wondered whether it would still be as good as I remembered?
Professor Can Ince opened the proceedings with an excellent review of microcirculatory dysfunction in sepsis. He reminded us that the microcirculation is where oxygen exchange occurs, that it plays a central role in the immune system, is the first organ dysfunction in sepsis, is the target for the inflammatory response, and is the last organ to recover from sepsis.
Professor Rui Moreno introduced the PIRO scoring system for septic patients. The aim has been an approach similar to the TNM classification for tumours, with P for Predisposing factors (such as co-morbidities), I for Injury (such as precise bacteriological aetiology), R for Response and O for Organ dysfunction/failure.
The heart was the focus for the next two speakers. 'Myocardial depression: its aetiology and its consequences' was explained by Professor Steve Hollenberg, and left ventricular diastolic dysfunction explored by Professor Alex Mebazaa. Prof Mebazaa' s main points were that the pulmonary oedema of acute heart failure is due more to left ventricular dysfunction than to fluid overload, and that ejection fraction may be preserved in pulmonary oedema. Indeed the EFICA study (European Journal of Heart Failure 2006; 8:697-705) showed that those patients with a low or normal systolic blood pressure who maintained their ejection fraction were more likely to survive than those who did not.
Post-operative pulmonary dysfunction was examined by Professor Johan Groeneveld, who suggested that it was actually much harder to determine whether a patient was suffering from pulmonary oedema or from atelectasis on X-ray than we might like to think. Professor Jukka Takala reviewed the pharmacological approach to the treatment of tissue hypoperfusion.
Right heart dysfunction was discussed by Professor Mebazaa, who emphasised that right ventricular dysfunction should be suspected whenever lactate is high and liver enzymes abnormal, despite apparently adequate haemodynamic parameters. He also stressed the importance of transthoracic echocardiography for monitoring right ventricular function and stated that we should be able to do this.
The morning ended with Dr Philip Hopkins expressing a very sceptical view of the Surviving Sepsis Campaign' s guidelines, suggesting that a number of the cornerstones of the guidelines were based either on single studies or that their effectiveness had not been replicated in follow-up studies. He also pointed out that there was no evidence to support the 'bundling' of different therapies: it has been just assumed that combining therapies would be better than just applying them piecemeal.
After lunch, the clinical theme continued with talks on the goals of haemodynamic management in sepsis and the perennial question of whether we should use pressure-or volume-guided therapy in the critically ill. In a departure from the script, Mike Darwin then attempted to persuade us that the future of critical care might include suspended animation. He highlighted the spiralling costs of critical care and suggested that one way of managing this would be to defer treatment of certain patients to a future time when there might be more effective treatment. There is now technology emerging which will allow organs to be stored using a process of vitrification, which avoids the problems of freezing. This process will almost certainly play a role in the better preservation of organs for transplantation, whatever the future for suspended animation.
The second half of the afternoon was devoted to ARDS. Professor Luciano Gattinoni reviewed the historical basis for our current definition of ARDS and concluded that it was probably no longer adequate. The subject of PEEP and recruitment was elegantly reviewed by Dr Geoff Bellingan. It became clear that there was no consensus about the correct way to manage PEEP or recruitment in these patients. Professor Gattinoni then gave us an insight into how he manages patients with ARDS. Day one finished with a debate on the pros and cons of steroids in ARDS.
Day two followed the pattern set on day one: there was a blend of science, physiology and clinical practice. Professor Takala challenged us to think about how we assess the volume responsiveness of our patients, and showed that indices such as pulse-pressure variation, while very appealing, may not be as reliable as initially thought, especially in sepsis. ACTH testing and the role of steroids was re-visited by Professor Groeneveld. In the 1980s and 1990s there was much talk about the gut as the motor of multiple organ failure, but rarely so now. However, in his talk on inducible nitric oxide synthase (iNOS), Professor Ince suggested that in sepsis there is good experimental evidence for functional shunting in the gut microvasculature, resulting in microvascular hypoxia even in the absence of systemic hypoxia. Control of nitric oxide production may be a key component of a strategy to keep the microcirculation open and prevent gut ischaemia. The next two speakers returned to clinical themes: Professor Graham Ramsay reviewed the management of pancreatitis and Professor
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Hollenberg the management of arrhythmias on the ICU.
Later in the morning Dr Kevin Gunning reviewed the changes in sedation practice and challenges ahead in this area. This provided a good introduction to the problem of post traumatic stress disorder (PTSD) in the survivors of intensive care. Dr Christina Jones reviewed the definitions of acute and chronic PTSDs and emerging knowledge of risk factors and possible strategies to reduce its incidence. Professor Ramsay then spoke about the problem of clinical errors, the development of patient safety strategies and the need to create an organisation which learns from its mistakes and its nearmisses. Now that trainees almost invariably work shifts, and spend differing lengths of time in critical care, teaching and training becomes ever more difficult. One solution, suggested by Dr Antonios Liolios, may be the use of e-learning.
In the afternoon Dr Liolios spoke about paroxysmal sympathetic storm or paroxysmal autonomic instability and dystonia (PAID), a complication of traumatic brain injury. Professor Gattinoni then spoke about acid-base balance and how measuring urinary electrolytes might answer questions regarding the adequacy of fluid resuscitation. Dr Richard Protheroe summarised the changes in anterior pituitary endocrine function in critical illness. A recurring theme was the importance of echocardiography in the assessment of the critically ill patient. Dr Liolios argued that intensivists need to learn, and can learn this skill, and should also learn to use ultrasound, not only to achieve central venous access but as a diagnostic tool. Before the tea break, Dr Hopkins gave us the benefit of his experiences as a new consultant in intensive care.
The afternoon concluded with a sceptical review of therapeutic hypothermia after cardiac arrest by Dr Protheroe and a veritable whirlwind review of cardiogenic shock, its pathophysiology, controversies in its management, and emerging therapies (eg LV assist devices) from an indefatiguable Professor Hollenberg.
Was it as good as I remembered? Definitely. There was an excellent mix of science, physiology and practical clinical topics. The faculty were enthusiastic, at times perhaps too enthusiastic, attempting to cram too much into their presentations. But we were never sold short. If you haven't been before, come next year.
The symposium was dedicated to the memory of Dr Dev Ritoo, who died suddenly at the end of 2007.
Bernard Foëx Consultant in Emergency Medicine and Critical
Care, Manchester Royal Infirmary bernard.foex@cmmc.nhs.uk A fundraising opportunity I Join up to 20 teams on a beautifully scenic walk through open country, from the seashore to the magnificent summit of Snowdon. I The views of the wild but gorgeous countryside in the height of summer will astound you and getting to the top of each hill promises to be breathtaking in every sense! I There will be three routes of varying difficulty, so whether you want a race against another team of fell runners or just a family stroll up a mountain, there will be a course that suits your needs.
"The Snowdonia Xtreme Challenge: Sea to Summit" Saturday, 30th August
The Intensive Care Foundation exists to save lives by funding research into new treatments for all critically ill patients. The Intensive Care Foundation believes that every patient deserves the best possible chance of survival.
The challenge is graded as hill walking and Jagged Globe (Sheffield) will be on hand to provide mountain support and marshals.
At the finish there will be an opportunity to contribute to further research of the Caudwell Xtreme Everest Expedition, enjoy a BBQ and see if you have won a prize.
Further information, including registration forms, available from saxon@ics.ac.uk
